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 N 000 Initial Comments  N 000

This visit was for a Home Health Initial State 

Licensure survey.  

Survey Dates:  October 3, 2013

Facility Number:  013142

Surveyor: David Eric Moran, BSN, RN, Public 

Health Nurse Surveyor

The surveyor arrived at the agency at 9:15 AM to 

conduct the agency's initial state licensure survey.  

The doors were locked.  Signage on the front 

door had the agency phone number and business 

hours of 8:30 AM to 5:30 PM, Monday through 

Friday.  At 9:50 AM, the surveyor called the 

number identified on the door and reached the 

home health agency operator who indicated the 

administrator was not in the office, but she would 

have the administrator call.  At 10:15 AM, the 

administrator contacted the surveyor and 

indicated she was in South Carolina and the 

Alternate Administrator was in Mexico, Indiana, 

providing services and then was on her way to 

Michigan.  The Administrator indicated that no 

one could be present to assist with the survey.  

No one could be in the office.  The surveyor left 

the agency at 10:30 AM.  
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